Prosthetic cardiac valve replacement has been carried out at Brugmann University Hospital since 1962. In a series of 370 valvular replacements, operative and hospital deaths have attained a low rate (5%). The overall survival of 70% is comparable to that of most published series. Late thromboembolic complications, in spite of longterm anticoagulant therapy, remain the principal disadvantage of prosthetic valves. The early success of valvular replacement with autologous fascia lata, as described by Ionescu et al. (1970) , prompted us to adopt this technique.
CLINICAL MATERIAL AND OPERATIE TECHNIQUE
Twenty patients had deficient cardiac valves replaced with autologous fascia lata during a three-month period from May to July 1970. Thirteen underwent mitral replacement, three aortic, three aortic and mitral, and one mitral and tricuspid replacement. The series comprised 11 women and 9 men, their ages ranging from 32 to 64 years (Table I) .
Mounted fascia lata valves were made as described by Ionescu et al. (1970) except that the commissural stitches were not tied over knitted Teflon (Fig. 1 Seven others developed severe mitral insufficiency. Two died from heart failure before reoperation was possible. One 50-year-old man developed suppurative mediastinitis on the eighth postoperative day and died 13 days later. However, he had signs of mitral insufficiency 16 days after valvular replacement. Four patients had their fascia lata valve replaced with a Smeloff-Cutter prosthesis when presenting with severe heart failure. Two of these patients died because of low cardiac output after cardiopulmonary bypass. Another died from a heart infarct 17 days after operation. The fourth has been discharged and is well.
Two patients presented with peripheral emboli. One had an embolus removed from the left femoral artery in another hospital 18 days after mitral valve replacement but died from haemorrhage. A 56-year-old woman was readmitted to this hospital for removal of an aortic bifurcation saddle embolus 19 days after mitral replacement. (Fig. 2) . Cusp retraction was common even in non-perforated valves (Fig. 3 ). Five valves with perforations had important thrombotic deposits on both atrial and ventricular aspects (Fig. 4) . Two cusps of a mitral valve which was apparently functioning properly were partly fused, thrombus was present on the atrial aspect of these cusps, and a large clot blocking the mitral orifice was present in the atrium (Fig. 5) .
Retraction of the cusps was the cause of insufficiency of two aortic valves. A commissural tear was found in a third valve. The last aortic valve examined, although thickened, was competent.
A tricuspid valvular replacement, insufficient through retraction, was furthermore rendered stenotic by the presence of a thrombus moulding the ventricular aspect of one cusp.
MICROSCOPICAL FINDINGS The core of the fascia lata is composed of straight parallel bundles of dense collagen, separated by rows of fibrocytes. One face is covered by a layer of more loosely knit connective tissue supporting some thin-walled blood vessels. The entire thickness of the fibrous membrane is approximately 04 mm (Fig. 6) . valve has been in the patient, the more the encasing tissue is collagenized.
In certain places the fascia lata loses its fibrocytes and is composed solely of intercellular material which is not disorganized.
In no circumstances is cellular colonization of the fascia lata found.
Elastic tissue is absent in fascia lata valves (Fig. 7) . A lack of elastic fibres was obvious in sections of fresh fascia lata.
In some cases, small remnants of adipose tissue on the surface of the cusps might have favoured the release of thromboplastic substances.
In every perforated cusp, degeneration of the fascia lata appears in the vicinity of perforations. Amorphous deposits of collagen containing red blood cells are dispersed in the normal structure. This may result from the penetration of blood into the fascia lata. Around the perforations the amorphous collagen blends with fibrin deposits (Fig. 8) .
A suppurative process with polymorphonuclear infiltrates on the surface of the fascia lata and in the thrombotic deposits was found in four mitral valves and one aortic valve (Fig. 9) .4t"r,
